A 32-year-old man presented with a 10-year history of left-sided hearing loss and otorrhea. The otorrhea had turned purulent 6 months earlier. He had suffered from chronic otitis media for 10 years and had undergone tympanomastoidectomy 5 years earlier. He denied tinnitus and vertigo.
A 32-year-old man presented with a 10-year history of left-sided hearing loss and otorrhea. The otorrhea had turned purulent 6 months earlier. He had suffered from chronic otitis media for 10 years and had undergone tympanomastoidectomy 5 years earlier. He denied tinnitus and vertigo.
Otoscopic examination revealed a 2-mm perforation on the posteroinferior quadrant of the left tympanic membrane with purulent, foul-smelling fluid. The right ear was normal. Audiometry showed profound mixed hearing loss in the left ear. To evaluate the mastoid bone and middle ear cavity, computed tomography (CT) scans were performed that revealed an infiltrative, irregular, hypodense, heterogeneous, enhancing mass with dimensions of 1.5 × 1.4 cm and bony destruction of the mastoid (figure 1).
Once the patient was diagnosed with a cholesteatoma, he underwent surgery via a postauricular approach. After the cutaneo-periosteal flap was raised, mastoid bone destruction and the mucous retention cyst were observable (figure 2, A). The actual aditus ad antrum and mastoid antrum were obstructed because of the cyst, which was removed en bloc (figure 2, B).
A cortical mastoidectomy was performed to ensure the complete removal of the cyst and prevent its recurrence. The perforation of the tympanic membrane was reconstructed with a type I tympanoplasty using tragal cartilage. Histopathology of the cyst was reported to show a simple, benign cyst with a fibrous wall. Clinical evaluation at 1-year follow-up demonstrated no evidence of cyst recurrence. Mastoid and middle ear mucous retention cysts are rare, benign, and usually acquired masses. They can be either primary or secondary to trauma or inflammatory diseases. 1, 2 Occlusion of mastoid cells and the aditus ad antrum caused by inflammatory diseases can result in poor ventilation and poor drainage of mastoid cells. These changes can in turn cause the formation of cysts that are similar to paranasal sinus mucoceles. 3 The present case revealed a secondary mastoid cyst due to the presence of chronic otitis media and mastoid surgery.
The clinical presentation of mucous retention cysts of the mastoid varies. Mucous retention cysts can be asymptomatic and present as unresolved serous otitis media, retroauricular swelling, or cholesteatoma, as in our case. [1] [2] [3] [4] Mastoid cysts should be differentiated from other conditions with similar clinical and radiologic findings, including cholesteatoma, histiocytosis, and cholesterol granuloma. 1 A temporal bone CT scan is the first choice for evaluating the mastoid and middle ear lesions. 5 On CT scans, mucous retention cysts appear as soft-tissue opacification, and typical imaging findings of mastoid cysts are similar to cholesteatoma. Imaging diagnoses can be difficult, however, in the case of nonspecific findings.
Magnetic resonance imaging (MRI) can play an important role in characterizing soft tissues if CT scan results are inconclusive. T2-weighted MR images can help differentiate these cysts from cholesteatomas, as mastoid retention cysts are more hyperintense than cholesteatomas. 3 Mastoid benign cysts can be treated with a simple mastoidectomy with marsupialization, and early treatment is important before extensive destructive erosion occurs. 2, 6 In the present case, a cortical mastoidectomy was performed to ensure the cyst's complete removal and to prevent its recurrence.
